Mr. SYDNEY SCOTT asked if any of those present had had the opportunity of histologically examining the auditory nerve or the cochlea or the vestibule in cases such as those under discussion, and if so, what changes had been demonstrated.
Mr. SYDNEY SCOTT asked if any of those present had had the opportunity of histologically examining the auditory nerve or the cochlea or the vestibule in cases such as those under discussion, and if so, what changes had been demonstrated.
The PRESIDENT (Dr. McBride) said that syphilitic deafness was a very interesting subject, and he agreed that it would be well to have a discussion thereon. He was surprised at the view that syphilitic deafness was believed to be so rare. He thought he had seen a good deal of it. Excluding the hereditary specific deafness associated with keratitis in children, there were many cases associated more distinctly with tertiary than with secondary syphilis. He believed the accepted view,. advanced by Gruber, was that there was a small-celled infiltration of the labyrinth. There might be various forms of syphilitic deafness. First there was sudden nerve deafness, which he divided into two forms: one in which the cochlea appeared to be alone affected and which was called by Roosa syphilitic cochlitis. Another form was that in which there was not only deafness and tinnitus but also giddiness, seeming to show that both the vestibules and the cochlea were affected. Yet another variety was well illustrated by the following case: A man with a syphilitic history suddenly had a cold bath and turned deaf, without giddiness and with bone conduction retained. He had not seen any such cases of recent years, and therefore had not been able to test them with tones of different pitch. But he had in all seen a fair number of instances. The only cases he remembered in which anything approaching a definite cure resulted were one or two which were submitted to pilocarpin treatment, and one which had Aix treatment. Mr. LAKE, in reply, said he thought many of the remarks were not for him to deal with. The middle ear had not been inflated. Seven months elapsed from the primary infection to the patient's coming to hospital; deafness occurred five months after treatment was commenced, and that was five months after the syphilitic infection. He could not verify the latter. The patient had had a considerable quantity of mercury. Pilocarpin had not been used. His wish had been to know what variety of toxic infection those present might consider it to be.
Nine Specimens of Fracture through the Temporal Bone.
By ARTHUR CHEATLE, F.R.C.S. IN 1, 2 and 3 a double line of fracture separates the roof of the Eustachian tube, the middle ear and. meatus froni the rest of the bone, with tearing of the membrane. In 4 and 5, the fracture is much the same as in 1, 2 and 3, but the outer wall of the antrum is also separated. In 5 the separated portion is broken. In 6 the same injury is present, but the fracture extends into the groove for the lateral sinus. In 7 the roof and posterior superior walls of the meatus and outer wall of the antrum and upper part of the squama are separated in one piece; the fracture extending into the groove for the lateral sinus. The membrane is torn through above and the incus dislocated. In 8 it is much the same as No. 7, but the mastoid process is also separated. The membrane is torn across above and the incus lost. The roof of the antrum is missing. In 9 the fracture separated the outer wall of the Eustachian tube, the entire maeatus, the outer wall of the antrum and mastoid process from the rest of the bone. The carotid canal, the lateral sinus groove and the jugular fossa are broken through. The facial nerve is torn through as it leaves the shelter of the external semicircular canal. Various parts of the two large pieces are broken off. Besides the fracture there is a curious malformation below the oval window. A thin bar of bone separates the window from what looks like a second oval window below leading also to the vestibule. In all the bony labyrinth is intact. The outpouring of the cerebro-spinal fluid which occurs in these cases is most probably due to tearing through of the dura mater of the middle fossa. The facial nerve is only torn across in Specimen 9, although it is exposed where it winds round the anterior extremity of the superior canal and just before entering the middle ear in Specimens 1, 2, 3, 4, 5, 6 and 8. The lateral sinus groove is involved in Specimens 6, 7, 8 and 9. The carotid canal is broken through in Specimen 9. The extreme deafness resulting in these cases is not due to fracture through the labyrinth, but to concussion, perhaps haemorrhage into the labyrinth or tearing through of the auditory nerves.
DISCUSSION.
The PRESIDENT said that though the specimens did not lend themselves to much discussion he was sure he was voicing the sentiments of everyone in thanking Mr. Cheatle for bringing forward such a valuable collection.
Mr. L. B. RAWLING said that in 1904, in the Hunterian Lectures, he dealt with the subject of fractures of the base of the skull, the lectures being based on over 100 cases seen at St. Bartholomew's Hospital, 40 per cent. of which involved the region of the petrous portion of the temporal bone. After working at the subject for some time he concluded that there were only two forms of petrous fracture which were in the least common, firstly that fracture which, as the result of a blow on the side of the lhead, passed inwards along the tegmen tympani on the roof, and along the Gasserian fissure on the floor ofthe middle ear, towards the region of the Eustachian tube, and from thence along the p)etro-sphenoidal suture to the central weak spot in the basis cranii, the sphenoidal sinus. The exact anatomical situation of the fracture was best illustrated by wlhat could be seen on the anterior aspect of the posterior fragment, namely, the p)osterior two-thirds of the middle ear, the Eustachian tube and tensor tympani muscle. The cluestion of facial nerve imiplication was of very great importance, and, in this class of fracture, the nerve was either just involved in the region of the geniculate ganglion or just escaped. Any facial paralysis was consequently of a temporary nature only, and complete recovery could usually be prognosticated. Amongst Mr. Cheatle's specimens there was no example of the second typical group of petrous fractures, a group best illustrated by an example. A man receives a blow on the left occipital region, the fracture passing across the left cerebellar fossa and striking the foramen magnum immediately posterior to the left condyle and continued, from the opposite side of the foramen, first to the jugular foramen and then across the right petrous bone, traversing that bone in such a manner as to cut across the line of the facial nerve in the region of the geniculate ganglion. In this group the facial nerve was completely cut across, with resultant immediate and permanent facial palsy, associated with a variable degree of deafness from labyrinthine involvement. He was surprised to see in a recent American journal that a surgeon ha(l denied the assertions which he (Mr. Rawling) had made in this connection.
Mr. Sydney Scott, who was acting as Surgical Registrar at St. Bartholomew's Hospital, had, however, confirmed all the points, and Mr. Cheatle's specimens now definitely determined the points which he (Mr. Rawling) had investigated and enunciated in every particular.
Mr. SYDNEY SCOTT said that at one of the meetings of the Otological Society Dr. Milligan reported a case of htemorrhage from the external auditory meatus, associated with fracture of the base of the skull, in which the bleeding came from the lateral sinus. He (Mr. Scott) mentioned at that time that severe continued hmmorrhage from the ear was more commonly derived from the middle meningeal artery, and not from either the tympanic membrane or the Eustachian tube, or from the lateral sinus. Last year he saw a boy who was admitted to St. Bartholomew's Hospital with the story that he had been sliding down banisters in a large building and had fallen more than 40 ft. on to a stone pavement below. From his ear escaped brain tissue. The brain tissue was examined microscopically for proof. The boy got well. Through Mr. Rawling he had heard of four other cases of the kind, two of which had also recovered. He would like to hear whether Mr. Cheatle had found brain exuding from the external auditory canal after fracture in any of his cases.
Dr. MILLIGAN said that the reason he brought his specimens referred to by Mr. Scott before the Society was to elicit an opinion with regard to prognosis.
It was remarkable how very rarely there was an effusion of blood into the cochlea in such cases. In the majority of severe fractures the auditory nerve was torn. At the porus acusticus there was extensive haemorrhage into the nerve, and if the patient lived for a short time and then died, the post-mortem showed a rapid young-celled infiltration between the fibres of the nerve. That fact was most important, because some of the cases recovered, and it explained why the prognosis was so bad with regard to hearing. Concussion was an inexact term, and it was difficult to know exactly what it meant. Probably in most of the cases there was some haemorrhage. On the previous day he saw a case which was referred to him by an insurance company in which the statement was definitely made that facial paralysis had existed after the accident.
It was now nine weeks since the accident, and the facial paralysis had entirely cleared off. The patient was quite deaf. He accepted the statement that there had been facial paralysis which had now cleared off, and it corresponded with the remark wlhich Mr. Rawling had made as to the usual recovery of facial paralysis in such cases.
Mr. CHEATLE, in reply, said the Society was fortunate in having Mr. Rawling )resent to discuss the matter, as his work was well known in connection with fractures at the base of the skull. He did not agree with Dr. Milligan that deafness due to concussion was always the result of a hemorrhage into the labyrinth. If it was so there would be vertigo; but in many cases of nerve deafness resulting from fracture of the skull there was no vertigo. Concussion was in some cases a nerve lesion.
Case of a Deaf Mute, aged 11, who is apparently regaining her hearing.
WAS not a strong baby; m-easles at seven miionths; went to school when aged 3; not deaf, could speak quite plainly. At 7 years of age teacher of school wished tonsils and post-nasal growths removed. This was done under gas at a hospital as an out-patient. When the child returned homl-e she was quite deaf and did not speak. Between the ages of 9 and 11 she commenced talking again in consequence of having been at a school for lip-reading. She now speaks with a marked deafmute intonation. For the last year it has been noticed that there is somne return of hearing. She can hear a loud voice quite close to the ears; better in the left ear. Can hear all the tuning-forks from 3C to C., but does not hear C. Rinne's test positive for C3, C2, C1, C, and 1C; negative for 8C. Weber's test to left ear. Much loss of bone conduction for C, C:,, and C4. Nothing noticeable about drulml membranes. Never had discharge from the ears. DISCUSSION. Mr. CHEATLE said the fact that profound deafness came on immediately after the tonsils and adenoids wei-e removed seemed to hiim to show that the deafness was functional rather than organic, and that fact might account for the recovery now taking place.
Dr. DUNDAS GRANT said his impression was that it was juvenile hysteria, althlough the present gradual recovery certainly seemed to point to the contrary.
